Competence in colonoscopy procedures is a critical component for gastroenterology fellowship training programs. However, not only specific measures of colonoscopy competence but also a precisely structured curriculum is lacking. The approach to determine whether a trainee has achieved competence in colonoscopy procedures remains debatable. With respect to technical competence, successful learning has been defined as the ability to intubate the cecum sufficiently. 1 Therefore, a common approach has been to establish a threshold number of procedures required to achieve a cecal intubation rate of ≥90%. 2 On the other hand, the adenoma detection rate (ADR) may be a reflection of clinical competence. 3 As we know, ADR is considered as the primary measure of the quality of mucosal inspection and the single most important quality measure in colonoscopy. 1 One issue regarding ADR is that many practices find it difficult to determine the ADR because it requires a combination of endoscopic and histologic findings. Therefore, as a surrogate for ADR, many studies [4] [5] [6] [7] have suggested polyp detection rate (PDR), which is defined as the number of patients with more than one polyp removed during screening colonoscopy. PDR has the advantage of not requiring manual entry of pathological data and has been reported to correlate well with ADR in previous studies. [4] [5] [6] [7] However, no studies investigating whether PDR remains an accurate correlate to ADR when used prospectively in quality improvement programs exist. Furthermore, PDR has the risk of unwarranted polypectomy as the colonoscopist may remove non-neoplastic polyps, which are not considered to have a risk of becoming cancer, such as diminutive hyperplastic polyps at the sigmoid colon or rectum. Therefore, PDR is not endorsed as a quality indicator to be used independently of ADR until now. However, considering the ease of application of PDR, further studies of its use are desirable and considered necessary to establish its appropriateness. In this issue of Clinical Endoscopy, Jung et al. 8 discriminatively analyzed data on PDR as a surrogate marker used for determining learning curves. Some studies in the past have investigated the detection rates of apprentices. On comparing initial and final ADR values of trainees, no significant differences were verified. 3, 9, 10 In accordance with previous studies, no significant difference between ADR values after 50 and 200 consecutive colonoscopies was reported. Jung et al. 8 suggest that the quality of a colonoscopy, measured using the PDR, may improve when performed by experienced fellows. Of interest, PDR was calculated based on the percentage of patients who had at least one polyp (method A), which was commonly used in previous studies, [4] [5] [6] [7] and according to the percentage of detected lesions (method B). As it is impossible to distinguish between two subjects with different numbers of polyps using method A, method B was also used in this study to overcome the limitation of method A. There was no proportional correlation between the PDR and increasing experience in colonoscopy using method A; however, with method B, the PDR increased after 400 colonoscopies (p=0.0209). Using method B, the detection rates of small polyps (<5 mm; p=0.0015) and polyps in proximal sites (p=0.0050) increased after 300 colonoscopies. The study showed that PDR increased with increasing experience of the fellow, and with the experience of more than 300 colonoscopies, small, clinically insignificant polyps and polyps deemed difficult to detect could be detected at higher rates. 8 These findings may suggest that the colonoscopist' s expertise is an important factor in the quality of screening colonoscopy. Among healthy asymptomatic patients undergoing screening colonoscopy, adenomas should be detected in 25% of men and 15% of women over the age of 50 years. 1 Personal ADR values ranged between 16% and 24% in beginners experienced below 100 colonoscopic cases in this study. Although it was identified that ADR values are capable of reflecting trainee performance, trainees enrolled in this study fulfilled quality standards from the very beginning. Thus, early ADR values might represent merged parameters, including the trainer's observation. We notice that the nature of training has to be kept in mind when interpreting these results. This study's findings should be interpreted cautiously. There is the possibility of selection bias, as this study was a retrospective, single-center study based on only three fellows. Authors included only asymptomatic patients older than 50 years who underwent screening colonoscopy; however, PDR may be influenced by previous screening examination of the colon and rectum. In this study, only colonoscopies for which the withdrawal time (WT) exceeded 6 minutes were assessed; however, whether a WT of more than 6 minutes is optimal performance target for fellows remains unclear. Despite these limitations, this study was the first one on this issue suggesting that the colonoscopist' s expertise affects the characteristics of detected polyps, in addition to technological advances and improvements in the field of view and imaging. Therefore, based on the current study by Jung et al., 8 multicenter, randomized, prospective studies are warranted on this issue.
Conflicts of Interest
The authors have no financial conflicts of interest.
